BREAKDOWN OF CARE PACKAGE REQUESTED

(NB - please note this is only for packages at home over £250 per week)

	
	Area Responsible


	

	Section 1 - PERSONAL INFORMATION

	Name of Client
	
	SSID number
	

	Date of Birth
	
	Care Manager
	

	Section 2 - CARE PACKAGE INFORMATION

	Care at Home Provider(s)
	Personal care Hours (elderly)
	Personal Care Hours (under 65)
	Non Personal Care Hours (all clients)
	Housing Support hours (all clients)
	Total weekly cost

	
	
	
	
	
	£

	
	
	
	
	
	£

	
	
	
	
	
	£

	
	
	
	
	
	£

	Totals
	
	
	
	
	£

	Day Care Provider(s)
	Hours/Days per week/per year 

	

	
	
	£

	
	
	£

	Other Provision
	Frequency
	

	
	
	£

	
	
	£

	Total gross weekly cost of Package
	£

	Less weekly contribution from client
	£

	Less ILF component
	£

	Less Supporting People component
	£

	Less any other contribution

Please specify

 
	
	£

	Net Cost to Highland Council Ctty Care
	
	£

	Respite Care Provider(s) in addition or instead of above?
	Bed nights per year
	Net cost

	
	
	£

	
	
	£

	SECTION 3 - CLIENT CATEGORY (please mark (x) the appropriate box)

	Older
	
	Younger - Mental Illness
	

	Older - Mental Illness
	
	Younger - Learning Disability
	

	Older - Learning Disability
	
	Younger - Physical Disability
	

	Older - Physical Disability
	
	Younger - Drug/Alcohol problem
	

	SECTION 4 – EQUIVALENT COST IF CLIENT WERE ACCOMMODATED

	What would be the weekly net cost to Highland Council x 150% if client were to be accommodated in a Home?
	£


